AMONGST the complications to which the ovarian cyst is heir, that of infection is nowadays infrequently encountered. The condition was well known to authors in the latter part of the nineteenth and early part of the present century and clinico-pathological details have been recorded by Cumston (1899) , Watkins (1902) , Peterson (1902) and Coe (1906) . It is probable that the more frequent occurrence of acute bacterial septicaemia and the management of ovarian cysts by trans-abdominal puncture and aspiration were responsible factors and that, with the elective surgical management of ovarian cysts, infection as a complication has become more rare.
Later publications have centred mainly on isolated cases of infection of ovarian cysts by specific bacterial agents such as the typhoid bacillus (Lewis and LeConte, 1902; Walker, 1902; Taylor, 1907; Sutton, 1913) , the paratyphoid bacillus (Corscaden, 1923; Bojesen, 1932; Staemmler, 1950) , the gonococcus (Brettauer, 1908) and the tubercle bacillus (Forgue and Chauvin, 1919) . Infection of an ovarian cyst during pregnancy has also been recorded (Baydoun and Sarram, 1961) .
Although rare, the condition continues to be encountered and the purpose of this paper is to present the clinico-pathological details of a series of 12 cases encountered at Lewisham General Hospital between the years [1950] [1951] [1952] [1953] [1954] [1955] [1956] [1957] [1958] [1959] [1960] [1961] [1962] [1963] [1964] inclusive. During this 15-year period, 775 cases of ovarian tumour i(595 benign and 179 malignant) were admitted to the hospital, so that the incidence of infection was 1.55%/, of all ovarian tumours. As there was no evidence clinically or histologically of malignant change in the 12 cases under review, the incidence of infection in relation to non-malignant ovarian tumours was 2%.
Clinical Features Age
The ages of the patients are shown in Table 1 .
The youngest patient was aged 26 years and the oldest 75 years, the average age being 43 years.
Relation to the menopause Nine of the 12 patients were premenopausal. Of the 3 post-menopausal patients, infection of the ovarian cyst followed vaginal surgery in one case and followed trans-abdominal aspiration in another case. Relation to pregnancy Symptoms followed term-delivery in 3 cases, although the interval between delivery and the time of diagnosis varied between the wide limits of 1 week and 24 weeks. In one case, symptoms followed an abortion at 8 weeks, the cyst being discovered on examination under anaesthesia at the time of evacuation of retained products of conception.
Duration of symptoms
This was very variable, the shortest being 24 hours and the longest 20 weeks, the average duration being 46 days. Presenting symptoms These are listed in Table 1 . The most frequent were abdominal pain (8 cases), pyrexia (4 cases), loss of weight i(3 cases), general malaise (3 cases), abdominal enlargement '(2 cases) and anorexia (2 cases). Other symptoms were nausea, vomiting, diarrhoea, irregular vaginal bleeding and dyspareunia.
Relevant clinical findings
All but one of the cases were febrile at the time of admissicvn, the individual first readings varying between 37.2°C (990F) and 390C (1020F). The remaining patient was afebrile on admission but developed a swinging pyrexia after trans-abdominal aspiration for a presumed diagnosis of ascites. In all cases an abdominal or pelvic mass was present although in the case just mentioned the mass was only palpable after reduction in size of the cyst following trans-abdominal aspiration.
Haemaltological findings
The total white cell count and percentage of polymorphonuclear leucocytes found in each case at the time of admission are shown in Table 2 . In case 1 there was, in addition, a BUCKLE: The Infected Ovariani Cyst profound degree of anaemia (haemoglobin 4 g./ 100 ml.). Though anaemia was present in several other of the cases, it was of minor degree.
It can be seen that the total white count was frequently normal despite the presence in the body of an encysted collection of pus. Operative findings These are outlined in Table 1 , from which it may be seen that the cyst involved the left ovary in 10 cases and the right ovary in the remaining two cases. As will be mentioned later, tubal involvement consisted of oedema, often gross, without active endosalpingitis.
In all cases the cyst was found to have a grossly thickened wall and was usually adherent to surrounding structures, namely the pelvic side wall and uterus and was frequently covered by a grossly oedematous pelvic colon and mesocolon; small bowel was frequently found adherent to the infected cyst. Free fluid was usually present in the pelvis but in no instance had rupture of the cyst occurred prior to operation.
The operative procedures performed are also shown in Table 1 .
Post-operative management
In those cases where there was considerable small-bowel adhesion to the infected cyst, continuous gastric suction and intravenous fluids were commenced after operation and continued until the bowel sounds returned. Drainage to the pelvis was employed on one occasion only (case 11).
Antibiotics were given in all cases after operation, pending precise bacteriological identification of the offending organism.
Bacteriological findings These are shown in Table 3 , from which it may be seen that a wide range of pathogenic bacteria were isolated. A similar wide range of organisms found in infected ovarian cysts was reported by Burger (1925) .
It is of interest that the only case in the present series from which staphylococcus pyogenes was cultured was case 4, where symptoms followed trans-abdominal aspiration of the cyst.
Pathological features
These are shown in Table 4 . In 7 cases, infection led to complete destruction of the cyst lining, making histological identification impossible. Of the 5 remaining cases, 3 were infected serous cystadenomata and 2 were infected benign teratomata. Tubal histology showed secondary tubal involvement from proximity but no evidence of acute endosalpingitis.
In two cases, appendicular histology showed low grade infection (cases 1 and 6). Mortality and follow-up There were no deaths in the 12 cases in this series. One patient (case 12) developed jaundice after operation and, as the organism isolated from the cyst contents on this occasion was the ,B-haemolytic streptococcus, it was thought that the jaundice followed severe bacterial infection. The condition cleared within four days and the patient thereafter had an uninterrupted recovery.
One patient (case 5) has had a further uneventful pregnancy resulting in term-delivery of a live male infant. Post-partum ligation of the remaining tube was performed and the pelvis noted to be clear of adhesions at this time.
Discussion
It is possible for an ovarian cyst to become infected by a variety of routes: Whilst infection of an ovarian cyst is rare, recurrent attacks of infection of ovary and tube, leading to the formation of a tubo-ovarian abscess, are more common. In the latter condition, the tube and ovary become intimately bound together in the formation of the wall of the abscess and it is frequently impossible to identify them separately; in the former condition, however, although the tube shares in the surrounding oedema, it is separately identifiable and shows no evidence of active endosalpingitis.
The infected ovarian cyst shows considerable increase in thickness of the wall and is filled with purulent material, the cyst lining being frequently represented by a layer of fibrin. The external surface may be affected by partial desquamation, leading to bowel adhesion (Cumston, 1899) . Because of the frequent destruction of the lining epithelium, precise histological identification may be impossible so that it will be difficult to say whether one variety of cyst is more liable to this complication POSTGRADUATE MEDICAL JOURNAL~~~~0~~~~~~~~~~~-t%.5~0~~~~~~~~~~~~~~~0 
